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central office overhead expenses, interest 
income  is offset against interest expenses 
before the allocation of central office 
costs to individual ICFsMR. 

V. Reimbursement  Determination. 

TDMHMR  reimburses Texas Medicaid ICFMR providers for services 
provided  to eligible consumers  in ICFMR facilities. HHSC determines 
reimbursement rates at least annually for two types of facilities: state-operated 
and non-state operated. 
A. Reimbursement - for State-operated Facilities. 

HHSC determines interim reimbursement annually. Interim Rates are 
uniform statewide by class and do not  vary by level of need. Interim 
rates are set  prospectively  with  annual settle-up. 

divided into  classes  that are determined by the size of the facility. 

operated facilities,  which are as follows: 

1. Description of rate class. The state-operated facilities are 

(a) There is a separate interim rate for  each class of state- 

(1) Large  facility - A facility with a Medicaid 
certified capacity of 17 or more as of the 
first day of the  full  month  immediately 
preceding a rate’s effective date or, if 
certified for  the first time, after a rate’s 
effective date, as of the date of  the initial 
certification. 

certified capacity of 16 or less as of the  first 
day of the full month  immediately  preceding 
a rate’s effective date or, if  certified for the 
first  time after a rate’s effective date, as of 
the date of initial certification. 

Eligible state-operated facilities are reimbursed 
an interim rate with a settlement except as provided for on 
page 31e, section 3.8 regarding Hospice services. HHSC  will 
adopt the interim reimbursement rate for state-operated 
facilities in  the  following  manner: 
(a) State-operated facilities will  be  reimbursed using an 

(2) Small  facility - A facility with a Medicaid 

2. Determination of state-operated facility rates. 

interim  reimbursement rate and settle-up process. 

SUPERSEDES: TN- 7x-oc-olf 

Interim  per diem reimbursement rates for 
each class of state-operated facilities are 
based  on  the  most recent cost report 
accepted  by  HHSC adjusted to  reflect 
changes in projected expenditures resulting 
ffom  changes  in economic conditions, 
occupancy levels, and projected operating 
budgets. 
Settlement  is conducted annually on a 
facility by facility basis.  If  there  is a 
difference between allowable costs and  the 
reimbursement paid under  the  interim rate, 
including applied income,  for a state fiscal 
year,  federal funds to  the state will  be 
adjusted  based on that  difference. 
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as of the date of initial certification. 

rates  to  be effective January 1'' of each calendar 
year unless otherwise specified by  HHSC. 

include payment for a fill 24-hours of ICFMR 
services except as provided for in V.B.7 of 
Attachment 4.19-D (ICFMR) regarding durable 
medical  equipment, page 17 of Attachment 4.19- 
B (ICFMR) regarding dental services and page 3 1 e, 
section 3.8 regarding hospice services. 

reimbursement  rates  will  be differentiated based  on 
consumer level of need  and  the  facility class. The 
level of need  system  is a classification system 
that differentiates rates based on the  needs of the 
individuals served. 
(a) The level of need classification is  based 

2. Rates effective date. HHSC 

3. Per Diem Rate. Non-state operated facility rate 

4. Levels of need. Non-state operated per diem 

upon The Inventory For Client  and  Agency 
Planning (ICAP) service levels. Individuals 
are classified in the intermittent category if 
they  have  an  ICAP service level of 7 , 8 ,  or 
9; individuals are classified at a limited  level 
if  they  have an ICAP service level of 4,5, or 
6; individuals are classified at an extensive 
level  if  they  have an ICAP service level of 2 
or 3; and individuals are classified as 
pervasive  if they have an ICAP service level 
of 1. 

(b) For individuals  who  have extraordinary 
medical  needs or behavioral challenges, 
there is an opportunity to adjust the level of 
need  to  more appropriately reflect level of 
service needed. Individuals who  receive 3 
or more  hours of nursing service a week are 
eligible to  be  moved  to  the  next  higher  level 
of need category. An individual cannot 
move to  the  next higher level of need 
category for both a medical  and behavior 
reason.  For individuals who have dangerous 
behaviors  that require 1 : 1 supervision at 
least 16 hours per day,  and  special category 
has  been developed, pervasive  plus. The 
levels of need are defined as follows: 

-;- (1) intermittent-infrequent personal 
care and /or regular  supervision  is 
required to meet  the consumer's 
needs; 
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